Dr J Pegum: As the virus is of the pox group, perhaps the condition can be treated with methisazone (Marboran) which has been shown to be effective in smallpox and vaccinia infections.
Dr F A Ive: I have used 20% idoxuridine in DMSO on 4 cases of orf and formed the impression that it speeded recovery. I intend using the same treatment on infected sheep. Dr H R Vickers: This case illustrates well the problems we are seeing increasingly of the remarkable way in which immunosuppressive drugs may modify the clinical picture of dermatoses caused by infection.
Dr A Aitken Ross: Having, in years gone by, practised dermatology in both the south-east and north-east of Scotland, which are sheep-farming areas, I was most interested to hear this report on a case of orf. I must say that from my experience of the condition the clinical appearance of the amputated finger was less like the usual flat pustule of orf and showed more of a hypertrophic granuloma. If the virus origin of the disorder were fully proven, then that is that, but I should have thought that the earlier differential diagnosis would also have embraced strawberry foot rot which is another disease carried by sheep and possibly transmissible to man. This latter is in fact a mycosis (Dermatophilus congolensis) and not of viral origin. Dr J Savage: When first seen the lesions were typical of orf, presenting with flat pustules. The massive increase in size and granulomatous appearance followed. The orf virus was demonstrated in Sheffield and in London.
Anderson-Fabry Dyslipidosis

M L Johnson MRcp
(Redhill General Hospital, Redhill, Surrey) Mr S M, aged 22 History: At the age of 11 he developed a symptomless rash on his lower trunk and buttocks and shooting pains in his feet. From the age of 13 he had shooting pains in his fingers which left his fingers feeling stiff; these pains could be provoked by raising his hands above his head. He also complained of generalized weakness especially when tired or in hot weather. The pains in the feet ceased at the age of 21 but those in the hands persisted. Family history: The family history is summarized in Fig 1 and Table 1 . On examination: Skin: 2-3 mm angiokeratomata on genitalia and innumerable smaller similar lesions of a dark red-purple colour on the buttocks, thighs, lumbar region and lower abdomen. Fewer and smaller lesions were present all over the body including the lips and there were pinpoint angiomata on the palms. No lesions were present within the mouth but small telangiectases were seen on the face and shoulders.
Eyes (Mr F J Curtis): Diffuse fine opacities present in cornea giving the appearance of wavy marks like a sandy beach. Conjunctival vessels were normal but the retinal vessels were tortuous.
General examination was within normal limits. Investigations: The following were normal: full blood count, serum proteins and electrophoresis, serum lipoproteins, serum electrolytes and urea, liver function tests, X-rays of chest and hands, electrocardiogram, creatinine clearance.
Urine: Doubly refractile material was present in the urinary deposit. Thin-layer chromatography of lipid extracts of this contained a gross excess of a substance with the mobility of ceramide trihexoside and a slight excess of a substance with the mobility of ceramide dihexoside. Skin biopsy (Dr T J Wickham): A thinned epidermis with patchy hyperkeratosis and widely dilated papillary and subpapillary vessels surrounded by a scanty round cell infiltrate. Frozen sections confirmed the presence of doubly refractile material in swollen endothelial cells of some of the small papillary vessels.
Discussion
Anderson-Fabry dyslipidosis is an inherited sexlinked recessive disease in which there is a specific deficiency of the enzyme ceramide trihexosidase which leads to the accumulation of the glycolipid ceramide trihexoside in cells in many parts of the body (Brady et al. 1967) . In 1970 Kint showed that the nonspecific a-galactosidase in leukocytes was deficient in males with Fabry's disease and was also reduced, though to a lesser extent (15-40% of normal), in heterozygous carrier females.
Among the relatives of our patient (Fig 1) 3 heterozygous carrier females (including his mother) had a reduced level of a-galactosidase (Table 1) approximately mid-way between the mean level of the unaffected members of this kindred and the very low level in 2 hemizygous affected males.
This reduction may be due to random suppression of one or other X chromosomes in each female cell (Lyon hypothesis). Romeo & Migeon (1970) showed that cultures of fibroblasts from heterozygous carrier females of Fabry's disease produced clones of cells of two types, one with a normal level of a-galactosidase (abnormal gene suppressed) and the other with a greatly reduced level comparable to that found in cultures of fibroblasts from hemizygous males with Fabry's disease (abnormal gene active).
It is also of interest that the 3 heterozygous carrier females had stigmata of the disease. All had pains in their feet and hands beginning in childhood; these pains ceased in the 2 elder women at the time of their first pregnancies. One woman (II, 1) whose cornea was examined with a slit lamp had characteristic opacities, and although none had the typical angiokeratoma corporis diffusum another woman (II, 2) had small punctate angiomata on the lips.
The woman of 23 (III, 5) with 3 small children under the age of 4 has no symptoms and a normal level of leukocyte a-galactosidase and is therefore unlikely to have inherited the trait from her mother; a-galactosidase levels were therefore not estimated in her children. Acknowledgments: Dr D Patrick of the Institute of Child Health kindly estimated the leukocyte a-galactosidase levels and Dr B D Lake of the Institute of Child Health analysed the urinary deposit. I am indebted to Dr R R Race, Lister Institute of Preventive Medicine, for the Xga grouping.
Dr F F Hellier: Is there evidence of mental subnormality in your patient? He gives an impression of not being very intelligent and this is a feature sometimes present in this condition. I was asked to see a boy who had taken an overdose of some drug in whom the physician in charge had noted the characteristic skin lesions, though without being able to make the diagnosis. This boy, besides having the characteristic pain in the hands and eye changes, was of subnormal mentality. 
